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P215 – Table 3. Association of Inconsistent Knee Pain with Function
Mean scores# per type of person 2 consistent 2 inconsistent 2 knees with
knees knees no pain
WOMAC physical function (range 0-40) (higher worse) 22.7* 14.3* 6.1* *Significant differences between all 3 groups
PASE (range 0-400) (lower worse) 173.8 182.4 181.8 No significant differences between the 3 groups
SF-12 physical scale (range 0-100) (lower worse) 40.1* 46.2* 48.3* *Significant differences between all 3 groups
SF-12 mental scale (range 0-100) (lower worse) 54.7* 54.3 53.4* *Significant differences between groups marked
#adjusted for age, sex, BMI, CES-D, OA status, widespread pain, # of days between TS and CV
knee pain (Table 1). 57% of knees with consistent knee pain had
radiographic OA, whereas only 40% of those with inconsistent
knee pain had OA. Many pain and function measures were
significantly worse in knees with consistent pain and in persons
with 2 knees who had consistent knee pain (Tables 2 and 3).
Conclusions: Although knee pain may fluctuate even among
those with consistent knee pain, a substantial proportion of
persons with knee pain have inconsistent or episodic knee pain.
It is associated with an absence of OA, lower CES-D scores
and milder pain scores. Such persons may not require ongoing
treatment as their pain is likely episodic and associated with less
functional limitations.
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Purpose: Anterior cruciate ligament (ACL) tear is associated
with knee instability and increased risk of knee osteoarthritis
(OA), although the exact mechanisms of disease development
remain obscure. There is a paucity of data of the prevalence of
ACL tear in older adults. The objectives in present study were
to 1) evaluate the point prevalence of ACL tear on magnetic
resonance imaging (MRI) and 2) the association with knee OA
and "giving way" in a community based sample.
Methods: The Framingham OA Study, an observational cohort
study, includes a sample (n = 1020) drawn from the Framingham,
Massachusetts, US community unselected for knee or other joint
problems. To be included, subjects had to be at least 50 years
of age and ambulatory. Of subjects that had obtained 1.5-T knee
MRI (n = 989), we randomly selected 400 (mean age 62 ± 9
years, women 57%, mean BMI 29 ± 6). We used sagittal T1 SE
and sagittal and coronal fat saturated T2 TSE pulse sequences.
Two musculoskeletal radiologists blinded to x-ray and clinical
data performed readings of all right knees. A complete ACL
tear was defined as complete interruption of the ACL or lack
of visualization of the ACL on both sagittal and coronal images.
Another bone and joint radiologist blinded to MRI and clinical data
read all fixed flexion PA weight bearing knee x-rays. Tibiofemoral
(TF) OA (Kellgren/Lawrence [K/L] ≥ grade 2) was present in 16%
of knees. Joint symptoms including a question about giving-way
were evaluated by questionnaire. Logistic regression was used
to estimate strength of associations of ACL tear with knee OA
and giving-way after adjustment for age, sex, body mass index,
and the presence of meniscal lesion (defined as meniscal tear,
resection, or maceration).
Results: The point prevalence of ACL tear was 4.8% (19/398)
95% CI: 3.0 - 7.4% (2 subjects had had unreadable ACL status
on MRI). Only 6 of 19 subjects with ACL tear could recall a
knee injury that led to the use of crutches or cane. Fourteen
of the 19 subjects with ACL tear had a coexistent meniscal
lesion. Twelve of the 19 with ACL tear had TF OA (11 of those
had an associated meniscal lesion and one subject had intact
menisci). There was a strong association between ACL tear and
the presence of radiographic OA (OR = 7.0, 95% CI 2.0 - 24.7).
Of those with ACL tear 4 of 19 (22%) reported an episode of
knee buckling or giving-way last 3 months compared with 14
of 352 (6%) of those with intact ACL (OR = 3.7, 95% CI 1.0 -
13.8). Three subjects (0.8%) had a posterior cruciate ligament
tear (these 3 had intact ACL).
Conclusions: ACL tear among older adults in a community
setting is present in about 1 in 20 individuals, but the majority
do not recall a knee injury. Most subjects with ACL tear have
coexistent meniscal lesions and radiographic OA. Although there
is an increased report of "giving-way" if an ACL tear is present,
the symptom is absent in 4 out of 5 subjects with complete ACL
tear.
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Purpose: HOA is receiving increasing research and clinical
attention. More data are needed to examine the clinimetric per-
formance of various outcome measures that capture the pain,
inflammatory and physical dimensions of the disease. CRx-102
is a syncretic drug candidate (low dose prednisolone and dipyra-
midole) that is being tested in HOA and immuno-inflammatory
diseases. The purpose of these analyses was to compare the
responsiveness of joint counts to patient-reported measures in a
setting of a placebo-controlled RCT in 83 patients treated with
either CRx-102 or placebo.
Methods: Eighty-three patients were enrolled at four centers
in Norway, and randomized equally between the two treatment
groups. The majority (93%) of the patients was female, and the
mean age was 60 years. Eligibility criteria for the trial included
more than one swollen and tender joint, a Kellgren-Lawrence (K-
L) score of 2 or more on radiographs, and a score of at least 150
mm pain on the 5x100=500 mm AUSCAN visual analogue scale
(VAS). Assessments were performed at baseline, after 7, 14, 28
and 42 days and included AUSCAN (version with VAS), patient
global VAS, and joint pain VAS. We also recorded the number
of PIP, DIP and CMC joints with tenderness/pain on motion
(tender joint count (TJC)), soft tissue swelling (swollen joint
count (SJC)), bony swelling (BSJC) and limited motion (LMJC).
We computed the standardized response means (SRMs) in the
per protocol populations for each assessment method as the
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difference between the changes from baseline to 42 days in the
CRx-102 and placebo groups divided by the average standard
deviation of the baseline score of the respective assessments.
Results: The patient-reported measures on joint pain VAS and
global disease activity VAS had the highest SRMs (1.07 and
0.95, respectively) and the lowest p-values (0.002 and 0.0004).
AUSCAN measures, TJC and SJC were also responsive (Table).
The responsiveness was higher for combined joint counts than
for separate counts of PIP and DIP joints (table). BSJC and
LMJC were as expected not responsive.
Standardized response means (SRM) and p-values
SRM p-value
AUSCAN pain 0.85 0.006
AUSCAN physical 0.41 0.081
AUSCAN stiffness 0.65 0.023
DIP TJC 0.45 0.044
PIP TJC 0.35 0.065
DIP+PIP+CMC TJC 0.50 0.049
DIP SJC 0.19 0.142
PIP SJC 0.28 0.039
DIP+PIP+CMC SJC 0.31 0.042
Conclusions: These results suggest that counts of finger joints
with tenderness/pain on motion and soft tissue swelling are
responsive measures in HOA, and that the joint counts should
combine PIP and DIP joints. Patient reported pain measures had
the highest responsiveness. Further studies are required for a
full validation of joint counts as potential outcome measures in
HOA.
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Purpose: Previous studies have proposed that hand digital im-
ages could be used as an efficient screening tool to identify
suitable patients for population-based research studies of hand
OA. However, the reliability of scoring digital images for clinical
features of hand OA has not been fully established
Methods: Digital images of the hands were taken for 1442 symp-
tomatic and asymptomatic participants in two population-based
cohort studies of adults aged 50 years and over. Images were
taken of the dorsal aspect of the hand and wrist using stan-
dardised hand positioning and an Olympus Camedia camera
(resolution 2272 x 1704 pixels). Fifty-five images were sampled
to represent a range of hand features (OA and non OA). Images
were scored for presence of nodes, deformities and bony en-
largements for the 14 target joints included in the American
P218 – Table 1. Intra- and inter-observer agreement for clinical features of hand OA
Observer A vs A Observer A vs B Observer A vs C
Mean Mean Mean Mean Mean Mean
Kappa (SD) % Agreement (SD) Kappa (SD) % Agreement (SD) Kappa (SD) % Agreement (SD)
Nodes or bony enlargement 0.57 (0.13) 82 (5) 0.45 (0.10) 77 (6) 0.34 (0.23) 67 (18)
Deformity 0.46 (0.17) 75 (8) 0.42 (0.15) 79 (7) 0.38 (0.15) 77 (9)
P218 – Table 2. Intra- and inter-observer agreement for three stages of the ACR clinical criteria
Observer A vs A Observer A vs B Observer A vs C
Kappa (% agreement) Kappa (% agreement) Kappa (% agreement)
ACR criterion 1 0.79 (98) 0.54 (94) 0.13 (58)
ACR criterion 2 0.67 (89) 0.27 (78) 0.25 (55)
ACR criterion 3 Kappa unable to be calculated (93) 0.18 (64) 0.17 (71)
College of Rheumatology (ACR) classification of hand OA. Each
image was also classified according to whether ACR criteria (1)
to (3) were met:
1) Hard tissue enlargement (nodes or bony enlargement) of two
or more of 10 selected joints (2nd and 3rd DIP joints, 2nd and
3rd PIP joints and the 1st CMC joint for each hand)
2) Hard tissue enlargement (nodes or bony enlargement) of two
or more DIP joints
3) Deformity of at least one of 10 selected joints
Scoring was completed by three independent observers (A, B,
and C) using a standardised hand atlas. The atlas contained
examples of OA features seen on digital images and a written
description of each feature. Observers were blind to the scores
of other observers. The observers had different allied health
professional backgrounds and experience of assessing features
of hand OA either from digital images, physical assessments or
from radiographic data. Observer A developed and piloted the
hand atlas. Observers B and C were involved in a pilot only. To
assess intra-observer reliability, observer A re-scored images 4
weeks later, blind to their previous scores.
Agreement between observer A and the remaining observers
was examined using the kappa statistic and percentage agree-
ment (%). To summarise agreement for scoring features (either
nodes, enlargements and deformities) on individual joints, the
mean and standard deviation (SD) of the kappa values and %
agreement across the 14 joints were presented. Single kappa
and % agreement values were calculated for scoring each ACR
criterion
Results: Participants in the sample had a mean age 65 years
(SD 8.9) and 67% were female. Intra- and inter-observer agree-
ment was moderate for assessment of individual joint features
(Table 1: mean kappa values range from 0.34-0.57; mean %
agreement 67%-82%). Substantial intra-observer agreement was
found for each ACR criterion (Table 2: all intra-observer kappa
values > 0.6), yet agreement between observers was lower
(Table 2: kappa values ranging from 0.13-0.54; % agreement
55-94%)
Conclusions: Moderate intra-observer agreement has been
demonstrated for assessment of individual joint features (when
kappa values are averaged over 14 joints) and for key ele-
ments of the ACR criteria. Agreement was lower for independent
observers and appeared to reflect differences in frequency of
positive findings between observers. The extent to which training
of observers influences agreement warrants investigation. Digital
images should be used with caution if they are scored without
prior training of health professionals and form the sole basis of
case inclusion for future studies of hand OA
